video education product. We reviewed video content and developed quiz questions to evaluate patient comprehension of the content. The content was also available in Spanish, which is important since approximately 40% of the patients at our institution speak Spanish.
Conclusion
The completion rate in the first month was an astounding 75%, and 100% of patients surveyed reported that they learned at least three new things about caring for their infants. This new program has presented some challenges, and the team meets monthly for evaluation and planned improvements. We have future plans to expand the program to include education of families of infants in the NICU.
Cannabinoid Hyperemesis Syndrome in Pregnancy Complicated by Type 1 Diabetes
Background C annabis consumption is on the rise in the United States. Cannabinoid hyperemesis syndrome (CHS) is a condition in which chronic cannabis use is accompanied by symptoms of cyclical nausea, vomiting, and epigastric pain. Symptom relief is achieved with hot showers. The three phases of CHS include pre-emetic, hyperemetic, and recovery. Most diagnoses are made during the recurrent vomiting phase when antiemetic medication does not relieve symptoms but compulsive hot showers do.
Case A woman with type 1 diabetes mellitus presented to triage with symptoms of nausea, vomiting, abdominal pain, and polydipsia. She was found to be in diabetic ketoacidosis with a blood sugar level of 346 mg/dl and an anion gap of 17. It was her 16th triage visit during this pregnancy and her fifth admission for the same symptoms. She was previously diagnosed with psychogenic polydipsia and had been placed on lurasidone HCI for management. Previous hospitalizations resulted in improvements in her symptoms and a recurrence within 4 days of discharge. During a care conference, the psychiatric nurse specialist made a correlation between the woman's symptom relief and hot showers and diagnosed her with CHS.
Conclusion
Researchers currently stress early identification of CHS to decrease hospitalization and institutional costs. It is necessary to identify cannabis use and determine whether hot showers or compulsive bathing provide symptomatic relief in order to make a timely diagnosis and determine appropriate treatment regimens.
Placental Chorioangioma
Background P lacental chorioangioma is a non-trophoblastic benign tumor of the placenta that is characteristically vascular and originates from primitive chorionic tissue. It is rare and occurs in less than 1% of all pregnancies. Most placental chorioangiomas are small in size and insignificant, but those that measure more than 4 to 5 cm in diameter increase the risk of complications for mother and fetus. It is essential for the multidisciplinary health care team to work together to promptly identify symptoms and establish a treatment plan.
Case
A 29-year-old gravida 3, para 0 woman at 30 3/7 weeks gestation was admitted to our perinatal special care unit with a suspected placental chorioangioma that had enlarged by 30% (8 Â 7 Â 7 cm) and increased in vascularity. The scan also revealed polyhydramnios with an amniotic fluid index of 30.9 cm and an abnormal Doppler flow. An extensive treatment plan was developed that included medications, repeat scans, and counseling. Early diagnosis allowed the team to recognize complications and plan for a controlled birth. As a result of this unusual case, nurses were inspired to increase their knowledge and translate it into the care they provided.
Conclusion
Large placental chorioangioma is a rare complication of pregnancy. It is essential for the health care team to monitor the woman and her fetus in order to recognize any early signs and symptoms of compromise. This close surveillance allows the team to coordinate a planned birth that can optimize maternal and fetal outcomes.
Life, Death, and Birth: A Collaborative Journey Background I t is believed that cardiovascular collapse occurs after brain death, but advances in technology allow for long-term maintenance of vital body systems after brain death. In order to improve the odds of survival of the fetus, somatic survival in pregnant women has been documented. This case study describes somatic survival for more than 10 weeks.
Case
While traveling in the back of a truck, a 17-year-old woman at 23 3/7 weeks gestation was thrown from the vehicle and sustained massive head injuries. She was admitted to neurosurgical ICU. Tests for brain death could not be performed because of concerns for the fetus. A bilateral craniotomy was performed. The woman developed hypotension and required vasopressors. She was subsequently transferred to the transplant ICU, where the obstetric and transplant teams collaborated to provide care. She developed a series of infections accompanied by fevers and fetal tachycardia and developed pituitary gland failure and diabetes insipidus. Questions related to the ethics of the situation included the principles of beneficence, autonomy, nonmaleficence, and justice.
Conclusion
Collaboration and communication were essential in the care of this woman. We continued to extend the original gestational goal as her condition stabilized. A healthy newborn was born at 34 weeks gestation. At that time, the patient's wish to be an organ donor was fulfilled.
Maternal Pulmonary Hypertension
Background P ulmonary hypertension (PH) is a progressive disease characterized by narrowing of pulmonary arteries that can lead to right ventricular failure and death. Maternal PH is a rare condition that occurs in approximately 1.1 per 100,000 pregnancies. Women with maternal PH are often advised to terminate the pregnancy. PH in pregnant women is associated with a 28%-50% mortality rate, as the increase in cardiac output and plasma volume during pregnancy leads to cardiac and pulmonary failure.
Case
A 39-year-old gravida 3, para 2 woman with a history of PH presented for care. Her medical history included chronic hypertension, asthma, obstructive sleep apnea, tracheostomy, and type 2 diabetes mellitus. Her right ventricular systolic pressure was 48 mmHg (normal is 15-20 mmHg). Termination of the pregnancy was offered, but she rejected this option because of religious beliefs. The plan of care included targeted PH therapy consisting of diuretics, prophylactic anticoagulation, and vasodilators. In anticipation of complications during birth, a multidisciplinary care team created and executed an individualized care plan for her admission, birth, postpartum period, and discharge. Team members included a perinatologist, neonatologist, pulmonologist, cardiologist, hospitalist, operating room staff, nursing staff from ICU and obstetrics, and additional personnel within the facility. 
Conclusion

